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CHAPTER I 
OVERVIEW OF THE PROBLEM 
Inability to sleep is a frequent source of frustra-
tion for the hospitalized patient. Nurses are often sum-
moned to the patient's bedside during their hospital stay 
because they cannot sleep. Complaints of not being able to 
sleep for a long enough time, not being able to fall asleep, 
and frequent awakenings from sleep are often heard. The 
patient calls the nurse because he expects her to aid him 
in getting to sleep. The nursing role as Henderson (1969) 
states is to assist the individual, sick or well, in the 
performance of those activities contributing to health or 
its recovery. Clearly it is within the nurses responsibil-
ity to aid the patient in obtaining appropriate amounts of 
sleep. Hospital staffs often tend to schedule treatments, 
procedures, and routines at times suited to their interests 
rather than their patients (Zelechowski, 1977). Nurses in 
intensive care units are often overwhelmed by physical 
tasks, and may not always be aware of their patient's basic 
need for sleep. The technology of the intensive care unit 
lends itself to this task oriented type of care. Nurses 
need to focus on a holistic approach to care of intensive 
care unit patients rather than on physical tasks. Included 
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in a holistic approach to patient care would be an assess-
ment of the patient's ability to sleep and the opportunity 
for sleep. According to the American Medical Association 
(1969) , ensuring adequate sleep for patients in intensive 
care units is an area of gross neglect. It is the nurse's 
responsibility in patient care to provide the opportunity 
for adequate sleep. 
The functions of sleep are still being investigated. 
However, sleep is required by all persons. It is restor-
ative, as it plays a role in the optimal functioning in the 
state of wakefulness (Hartmann, 1979). It is a complex 
biological rhythm that is intricately related to other bio-
logical rhythms and body functions (Hayter, 1980). Sleep 
is essential for one's physical and psychological wellbeing. 
In addition, adequate sleep is an important factor in pro-
moting tissue healing, convalescence and recovery from ill-
ness. Hartmann (1979) states that more sleep, especially 
slow-wave sleep, is required at times of tissue damage and 
that sleep plays a role in tissue regeneration. The author 
suggests that sleep may be a response to tissue damage or 
to stress of illness. That is, greater amounts of sleep 
may be needed during periods of stress. It is clear that 
patients have a greater need for sleep. 
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Interrupted sleep lends itself to a multitude of 
problems, especially if significant amounts of sleep are 
lost. Animal studies have shown that during long periods 
of sleep deprivation, physiological findings included a re-
duction in muscle tone, inability of the animal to maintain 
its normal posture and gradual fall in body temperature. 
In man, findings include changes in temperature, a decrease 
in muscular strength and various changes in blood chemistry 
(Kleitman, 1963). In addition, studies using electroenceph-
alography show a greater amount of low frequency activity 
and reduced alpha time following periods of sleep depriva-
tion. Ax and Luby (1961) studied the autonomic effects 
of sleep deprivation. They summarized the effects as a 
profound fatigue of central sympathetic centers. With de-
privation of sleep there is also an increased sensitivity 
to pain and discomfort (Hayter, 1980). Finally, sleep de-
privation, if carried out long enough, can result in death 
(Hartmann, 1979). 
The psychological and behavioral effects of sleep 
deprivation have been studied extensively. Some of the 
effects of sleep deprivation include poor performance on a 
variety of tasks including reduced speed of performance 
and increased error; increased anger, irritability, and 
antisocial behavior; illusions, visual and auditory 
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hallucinations, loosening of associations and some loosen-
ing of usual ego defense mechanisms (Hartmann, 1979). The 
United States Department of Health, Education and Welfare 
in 1965 stated that sleep loss induces a variety of abnor-
mal symptoms in otherwise normal people, and it is interest-
ing to note that sleep disorders, notably insomnia, are 
precursors to acute episodes in the mentally ill. There 
is suggestion that the incidence of mental health and per-
sonal problems may be related to sleep loss (Hayter, 1980). 
The causes for sleep disturbances are numerous. 
Sleep difficulties arise due to the strange hospital envi-
ronment, numerous interruptions necessary for nursing care, 
and physical and emotional difficulties (Murray, 1976). No 
matter what causes the sleep difficulty, nursing attention 
to planning and scheduling of activities can alleviate this 
frequent complaint of patients. Since it is the role of 
the nurse to aid patients to obtain adequate amounts of 
sleep, it is important that essential nursing care activi-
ties be organized so as to maximize the patients' opportu-
nity for sleep. 
Following a project to study the problems of sensory 
overload in a coronary care unit, Lindenmuth et al. (1980), 
formulated a plan of care to alleviate this major problem. 
The care plan was developed to alleviate the sensory 
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overload that patients in the coronary care unit were sub-
jected to. Nursing interventions were targeted toward pre-
venting disorientation, physical discomfort, and other side 
effects of sensory overload. Likewise, a similar plan of 
care could promote the length and quality of sleep for 
patients in a medical intensive care unit. Better planning 
can also upgrade the quality of nursing care for these pa-
tients. A keen awareness by the nursing staff concerning 
the basic need for sleep will lend itself to a more logical 
scheduling of patient activities to allow for longer periods 
of sleep. As a result, this increase in the length and 
quality of sleep will improve patient recovery, decrease 
fatigue, and prevent the development of both the physiologi-
cal and psychological hazards of sleep deprivation. 
The above points out the importance of sleep to re~ 
covery and the pivotal role the nurse should play in the 
promotion of sleep. Yet it is ironic that it is many times 
the nurse who due to lack of planning interrupts the time 
available for sleep. Although this problem has been exam-
ined in a coronary care unit, in order to generalize these 
findings to other patients similar studies need to be per-
formed in other patient care units. Due to the number of 
nursing care interventions in the medical intensive care 
unit, it is important to examine the opportunity for sleep 
6 
of patients in a medical intensive care unit. The need for 
further research in this area has been pointed out by Walker 
(1972) and McFadden and Giblin (1971). They have. suggested 
that research be carried out to determine the extent to 
which environmental stimuli interfere with sleep and rest. 
They have also suggested that sleep studies be carried out 
on general surgery patients, on larger populations, and 
that interaction studies be performed throughout the pa-
tient's entire hospitalization to discharge. Therefore, 
this study will examine the relationship between nursing 
care activities and the opportunity for sleep for patients 
in a medical intensive care unit. As a result of this study 
and other studies on sleep, nurses will become further aware 
of the concept of sleep and the negative effect that their 
own activities have on this basic need. This study is val-
uable in that it can lead to additional theoretical formu-
lations on the nursing care process. For example, it may 
help to identify a part of the nursing care process that 
needs further attention when planning and implementing care. 
It will provide useful information about the nursing care 
activities and the opportunity for sleep for patients in a 
medical intensive care unit. Herein lies the difference 
between this study and other somewhat similar efforts. 
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Statement of the Problem 
The specific research question identified for study 
is: What is the relationship between nursing care activi-
ties and the opportunity for sleep for patients in a medical 
intensive care unit? 
Significance of the Study to Nursing 
The study is significant because of the importance 
of the functions of sleep and the hazardous effects of 
sleep deprivation. It will provide valuable information 
concerning nursing care activities and the opportunity 
afforded medical intensive care unit patients for sleep. 
Purpose of the Study 
The purpose of this study is to explore the rela-
tionship between nursing care activities and the opportu-
nity for sleep for patients in a medical intensive care 
unit. 
CHAPTER 2 
CONCEPTUAL FRAMEWORK 
The conceptual framework will focus on the nature, 
stages, and patterns of sleep and effects of sleep depriva-
tion. The concepts of sensory overload and sleep depriva-
tion with respect to the intensive care unit environment 
will also be addressed. Finally, the nursing care process 
with respect to promoting sleep in the medical intensive 
care unit will complete the framework. 
Sleep is a natural, periodically recurring physio-
logical state of rest. It is a universal phenomenon. 
Although individuals differ in their sleep habits, most 
show roughly the same pattern overall. The function of 
sleep is not entirely clear, but appears to be one of 
restoration and integration (Murray, 1976 and Hartmann, 
1979). 
Two categories of sleep have been demonstrated 
through the use of electroencephalograms. Stage I-REM and 
non-REM sleep, which is divided into four stages, comprise 
the sleep cycle in man (Gunn, 1968; Long, 1969; Berger, 
1970; HEW, 1965; Hartmann, 1979; Mattheis, 1978; and Hay-
ter, 1980). These sources also concur that the normal 
adult sleep cycle occurs four to five times per night and 
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lasts 85-110 minutes. The distribution of the stages vary 
throughout the night, with Stage IV predominantly early in 
the night and Stage I occurring mostly during the last 
third of the sleep period (HEW, 1970). 
People who complain of poor sleep and various forms 
of insomnia usually demonstrates very disorganized sleep 
rhythms (Mattheis, 1978). They shift quickly from stage to 
stage, often awakening from REM sleep. REM sleep is impor-
tant for learning, memory, and psychological adaptation 
(Hayter, 1980 and Hartmann, 1979). Most dreaming and sleep-
talking occur during this time (Zelechowski, 1977). During 
hospitalization, REM sleep is more likely lost due to 
physiological and psychological stress of illness. Sleep 
deprivation, especially deprivation of REM sleep produces 
irritability, fatigue, an increased sensitivity to pain,. 
a feeling of pressure around the head, momentary illusions 
and.other hazards already mentioned. Hayter (1980) sug-
gests that nurses be made aware and consider REM depriva-
tion to which the patient may be subjected, especially in 
the intensive care unit. 
Numerous extraneous~variables affect the sleep pat-
terns for the hospitalized patient, especially in the 
medical intensive care unit. Noisy lighted rooms, rare 
windows, unfamiliar sounds of equipment, moaning or crying 
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patients, and interrputions for nursing care are among 
tpose extraneous factors which may contribute to the pa-
tient's inability to sleep. This study is concerned with 
nursing care activities as an important part of the pa-
tient's environment. The relationship of some of these 
extraneous variables and sleep for patients in intensive 
care units have been demonstrated. Benoliel and Van deVelde 
(1975, p. 261) describe the experiences of a patient in an 
intensive care unit: 
He hates the bright lights shining in his eyes-almost 
continuously it seems, but the busy people seem un-
aware that he is troubled by it. He tries to sleep, 
but every time it seems as though another person comes 
in to look at him or turn him or to take blood or some-
thing. Later, when he has been transferred to another 
ward he makes this observation to the nurse: 'I know 
I got a lot of good care but I can't remember much. It 
was like a nightmare - a continuous barrage of people'. 
The impact of environmental stressors in the medical inten-
sive care unit cannot be overlooked in their relationship 
to the patients' need for sleep. Kornfeld et al. (1965), 
reported that an acute organic psychosis occurred in 38 
percent of 99 patients having open heart surgery. The 
environment of the open heart recovery room where intensive 
nursing and medical care took place, produced an atmosphere 
of sleep and sensory deprivation. Blachy (1964) and Linden-
muth et al. (1980) found that the cardiac patient in the 
intensive care unit is subjected to a vast amount of 
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sensory overload from environmental stimuli, i.e. noise 
from respirators, cardiac monitors, frequent examinations, 
and the constant presence of nurses and physicians. DeMeyer 
(1967) studied the patients' perceptions of their· stay in an 
intensive care unit. Most patients spoke of the noise and 
constant disturbance. They spoke of the number of persons 
who examined them or checked the equipment attached to them. 
One patient in the study felt that he was never left alone 
and that he never slept. 
In recent years, nursing research has focused on the 
efficacy of nursing intervention with respect to patient 
response in health care settings. Nursing personnel must 
assess their interventions with respect to patients' sleep 
in medical intensive care units. They need to critically 
analyze the importance of the interventions and the plan-
ning of the interventions. According to King (1971, 
p. 84), "the goal of nursing is to help individuals and 
groups attain, maintain, and restore health." Through care-
ful analysis of nursing activities in relation to patients' 
sleep, this goal of nursing will be achieved. 
With a critical awareness of the effect of their 
activities on patients' sleep and appropriate scheduling of 
activities, nurses in medical intensive care units will 
improve the quality of care for their patients. The nursing 
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procedures need to be tailored to allow the maximum number 
of uninterrupted sleep periods. In this way the patients' 
normal sleep cycle will be maintained and a healthful recov-
ery from illness enhanced. 
Review of Literature 
An abundance of literature is devoted to the concept 
of sleep and sleep deprivation. Yet, only a small portion 
of this work has looked at the relationship of nursing care 
activities and patients' sleep. The review of the litera-
ture will focus on studies that form a significant frame-
work for this investigation. 
According to Garner (1978) research findings on 
sleep have not been used to update patient care in this 
area. This statement reflects a personal feeling by Garner 
during a hospitalization of his father in which the author 
cites multiple intrusions and interruptions by the nursing 
staff on the 11-7 shift. Garner's conjectures were not 
based on systematic research, but on this sole personal 
experience. The American Medical Association (1969) found 
in a study of patients in an intensive care unit that the 
biggest deterrent to sleep was the number of interruptions 
by nurses and physicians. The study found that during an 
eight week period the average number of interruptions per 
hour ranged from a high of 12 between the hours of 7 a.m. 
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and 8 a.m. to a low of 4 from midnight to 1 a.m. The 
researchers cited additional factors in sleep deprivation 
being continuous lights, noise and monitors, the behavior 
of other patients, and the constant activity and conversa-
tion in the unit. Berger and Oswald (1962) studied the 
effects of sleep deprivation on behavior, subsequent sleep, 
and dreaming using six subjects. They conjectured from 
their work that patients were too busy being treated to 
obtain an adequate amount of rest. 
McFadden and Giblin (1971) investigated whether or 
not there was sleep deprivation in patients having open 
heart surgery during the fourth, fifth and sixth post-
operative nights. They found that all four patients studied 
were deprived of sleep during their first six postoperative 
nights as compared with their reported prior sleep patterns. 
The researchers also found that none of the patients receiv-
ed enough uninterrupted rest or sleep during the other six-
teen hours of each day to have made up for the sleep loss. 
Walker (1972) also researched the amount of uninterrupted 
time for rest and sleep during the first, second and third 
postoperative days observing four cardiac patients who had 
undergone surgery. She found that the greatest number 
of interactions took place the first day-up to 56 in an 
eight-hour interval. The longest uninterrupted time 
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interval was 50 minutes. Besides interruptions, environ-
mental conditions in the intensive care unit were impli-
cated in the minimal amount of sleep and rest the patients' 
received. Each of the above studies contain a sample of 
only four subjects. According to Polit and Hungler (1978), 
data obtained using a sample size of five or smaller tends 
to be unstable. In addition, conclusions based on a sample 
size of four minimizes its' ability to be generalized to 
the representative population. 
DeMeyer (1967) found that patients' sleep was also 
influenced by the environment, but concluded that health 
care personnel contributed to minimizing the amount and 
quality of sleep for patients in the intensive care unit. 
Helton et al. (1980) studied the effect of sleep depriva-
tion and the occurrence of the intensive care unit syndrome 
by collecting data on 62 critically ill patients during 
their first three days in the intensive care unit. The 
study revealed that 56 percent of the sample were sleep 
deprived during the first day in the intensive care unit. 
This figure was determined by calculating potential sleep 
cycles from an interruption check sheet and also by inter-
viewing patients to determine their normal length of sleep 
in twenty-four hours. 
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Research studies give little information regarding the 
problem that nursing care activities specifically have an 
influence on the amount and quality of patients' sleep. The 
existing research discusses nursing_ care activities only 
as a contributing factor to the overall problem of sleep 
deprivation. The present study builds on previous research 
on sleep deprivation. Findings of this study will yield 
useful information for nursing practice. 
Definition of Terms 
1. Sleep 2!_ rest periods: periods of immobility with 
closed eyes and reduced responsiveness from 8-10 p.m. 
2. Medical Intensive Care Unit: a specialized acute care 
setting for care of acutely ill non-surgical patients. 
3. Patient: an adult who is undergoing care and treatment 
for illness in a hospital. 
4. Nursing Care Activities: any action taken by the nurse. 
5. Nursing Interaction: any verbal communication or physi-
cal manipulation of the patient, or manipulation in the 
area immediately around the patient's bed. 
6. Nurses: registered nurses caring for patients in the 
medical intensive care uni~. 
7. Visitors: immediate and extended family members and 
friends. 
8. Physician: included house staff, residents, interns 
and medical students. 
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9. Others: radiographic technicians, laboratory technicians, 
respiratory therapists, clergy, and other ancillary per-
sons. 
Research Hypothesis 
There is a relationship between nursing care activi-
ties and the opportunity for sleep or rest periods from 8-10 
p.m. for patients in a medical intensive care unit. The 
independent variable was i-dentif ied as nursing care activi-
ties. Patients' sleep or rest was identified as the depen-
dent variable. 
Assumptions 
1. It is the responsibility of the nurse to promote patients' 
sleep. 
2. An efficient plan of nursing care activities will in-
crease the length and quality of patient sleep or rest 
periods. 
Limitations 
1. A convenience sample of thirty adults from one specific 
unit in one hospital was used for data collection. 
2. This study cannot be generalized as it did not use a 
random sample. 
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3. Besides nursing care activities, disease states and 
other extraneous variables affect patients' sleep. Some 
nursing care interactions cannot be rescheduled due to 
emergencies. 
4. Since sleep was not actually measured in this study, 
it can only be clinically inferred that sleep or rest 
periods were interrupted because of nursing care activi-
ties. 
5. The time frame of 8-10 p.m. may also limit the kind of 
information the researcher was attempting to find. The 
investigator found that this was a busy time frame in 
the medical intensive care unit. 
6. No distinction was made between patient initiated versus 
nurse initiated interruption. However, no patient ini-
tiated interruptions were observed. 
Research Design 
CHAPTER 3 
METHODOLOGY 
A descriptive survey was used to explore the rela-
tionship between nursing care activities and the opportunity 
for sleep for patients in a medical intensive care unit. A 
structured observation method was used to collect data from 
patients. A tally sheet was used to record the data (see 
Appendix A). 
Study, Population, Sample, Setting 
The study population consisted of non-surgical pa-
tients. For purposes of this study a nonprobability sample, 
i.e. a convenience sample was used. The sample consisted 
of 30 nonsurgical patients in a medical intensive care unit 
at a university hospital from May, 1980 to August, 1980.· 
Since the purpose of this study was to explore the relation-
ship between nursing care activities and the opportunity for 
sleep or rest, no restrictions were placed on age, sex, diag-
nosis, or level of consciousness. Neither the amount of 
sleep, nor the type of sleep was measured, but rather the 
number of interactions or interruptions affecting the oppor-
tunity for sleep or rest were recorded. 
lB 
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The sample contained eighteen females and twelve 
male patients ranging from 25-81 years of age. The average 
age was 62.8 years for the sample. Diagnoses varied con-
siderably and included such illnesses as pulmonary edema, 
drug overdose, congestive heart failure, respiratory fail-
ure, and gastrointestinal bleed to name a few. Sixteen 
patients in.the sample were on ventilatory assistance at the 
time of the study. Permission to conduct this research was 
obtained from the Institutional Review Board of the agency 
and the Marcella Niehoff School of Nursing. An informed 
consent was deemed unnecessary by the Institutional Review 
Baord since patients were not contacted by the investigator 
and unobtrusive observations were made. The hospital set-
ting was a 542 bed university hospital. The sample was 
chosen from the five bed medical intensive care unit. The 
study was conducted for a period of three months. 
Data Collection Tool 
A tally sheet was used to record data (see appendix 
A). Reliability was established by means of repeated obser-
vations. Brink and Wood (1978) state that many behaviors, 
events, and situations occur frequently enough during the 
course of the study that the observer becomes completely 
familiar with them. Establishing validity in observational 
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techniques is difficult since the researcher-observer is the 
major instrument. Observational techniques are vulnerable 
to human perceptual errors (Polit and Hungler, 1978). The 
investigator in this study practiced four "dry-runs" so as 
to become completely familiar with the data collection tool 
and observation technique. 
Data Collection Procedure 
Prior to implementation of the study, the investiga-
tor communicated by letter and verbally with all members of 
the nursing staff in the medical intensive care unit via 
the patient care coordinator to inform them of the purpose 
of the study and to answer any questions relating to the 
data collection procedure. 
The data was collected by a structured observational 
technique using a tally sheet and clock with a sweep second 
hand. A two-hour period on the 3-11 shift from 8-10 p.m. 
was chosen because visiting hours were over at that time, 
physician rounds were minimal, and patients could be given 
the opportunity to rest or sleep at that time. However, 
the investigator found that evening patient care i.e. baths, 
linen changes etc., were done during this time frame. It 
was a busy time in this. medical intensive care unit. The 
researcher, sitting where she could see all patient inter-
actions, recorded all patient-nurse, patient-visitor, and 
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patient-personnel interactions during this two-hour period. 
The researcher made no contact with the patient, nor did 
she conununicate with the nursing staff during the data col-
lection period. The nursing staff was however, made aware 
of the purpose of the investigator's presence on the unit 
by the patient care coordinator. In this way, provisions 
were made to eliminate the investigator as an intervening 
variable. Observations included the time each interaction 
began and ended, the person with whom the patient interacted, 
and what type of interaction occurred. Interaction with 
the patient was defined as any verbal conununication or 
physical manipulation of the patient, or devices attached 
to the patient, or manipulation in the area immediately 
around the patient's bed. Demographic data was also record-
ed for each patient. This data included age, sex, and diag-
nosis for each patient (see Appendix A) . The time in min-
utes from the onset of the interaction until the end of the 
interaction was recorded. The type of interaction that took 
place and the patient activity was also recorded. 
CHAPTER 4 
RESULTS 
The research hypothesis proposed was that there is 
a relationship between nursing care activities and the 
opportunity for sleep or rest periods for patients in a 
medical intensive care unit. A total number of 30 subjects 
were studied and their demographic characteristics were 
tabulated in Table 1. As a result of accidental sampling, 
40 percent of the sample were male and 60 percent female. 
The mean age for the males was 64.1±10.5 with a range of 
45-77, while that of the female was 61.8±14.8 with a range 
of 25-81. 
Table 1 
Demographic Characteristics of the Sample 
Number 
Age (range) 
Age (x±S. D. ) 
N=30 
Male 
12 
45-77 
64.1±10.5 
22 
Female 
18 
25-81 
61.8±14.8 
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Table 2 lists interactions tallied for all inter-
actions on the sample. During the two-hour time frame of 
8-10 p.m., three to twenty-one interactions between patients 
and health care personnel were recorded for the entire sam-
ple of 30 subjects. The total average number of interac-
tions during this period was 7.9 interactions per patient. 
However, the total average number of interactiQns by nurses 
was 6.4 in the two-hour period. 
Table 2 
Number of Interactions For Sample During a 2-Hou~ Period 
Person Interactions Mean s-.o. 
Physician 0-4 0.4 0.84 
Visitor 0-4 o.s 0.88 
Nurse 3-19 6.4 3.18 
Other 0-2 0.5 a.so 
Total 3-21 7.9 5.28 
N=30 
Table 3 displays a frequency distribution of nurse-
patient interactions occurring during the two-hour period of 
data collection. Nurses interacted with patients from 3-19 
times during the time frame. The number of interactions were 
tallied to display the number of interactions by nurses in the 
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two-hour time frame. For example, five patients were inter-
acted with by a nurse three times; four patients were inter-
acted with by a nurse four times and so on. After determi-
ning the frequency for the number of interactions, the fre-
quency of interactions was multiplied by the number of 
interactions. The mean number of interactions and standard 
deviations were finally computed. A frequency polygon was 
also used to illustrate the distribution of the number of 
nurse-patient interactions for the entire sample in the two-
hour period (Figure 1). 
Table 3 
Frequency Distribution of Nurse-Patient Interactions 
Number of 
Interactions 
N=30 
1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
x=6. 4 
S.D.=3.18 
Frequency 
5 
4 
5 
3 
2 
8 
1 
1 
1 
(f) (x) 
15 
16 
25 
18 
14 
64 
10 
11 
19 
25 
rn 
s:: 
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Figure 1 
Multimodal Distribution of Nurse-Patient Interaction 
During a 2-Hr. Interval 
26 
The length of interactions was calculated in minutes 
for each patient. The length of interactions for the sam-
ple ranged from 13-112 minutes out of a possible 120 minutes. 
The average length of time that the patient was interacted 
with was 60.5 minutes out of a possible 120 minutes 
(Table 4). To determine the length of uninterrupted time, 
60.5 was subtracted from the total observation time of 120 
minutes. Therefore, the average length of uninterrupted 
time for the sample was 59.5 minutes. These were not con-
secutive minutes. 
Table 4 
Descriptive Statistics for the Amount of 
Interaction Time Versus Uninterrupted Time 
During a 2-Hour Period 
Mean±S.D. 
Longest Time 
Shortest Time 
N=30 
Interaction 
Time (min.) 
60.5±23.2 
112 
13 
Uninterrupted 
Time (min.) 
59.5±23.2 
107 
8 
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Table 5 lists the total interaction time versus the 
total uninterrupted time for each patient occurring during 
the 2-hour time frame. The mean interaction time and the 
mean interrupted time have been listed in Table 5 with the 
standard deviation for each. 
Table 5 
Amount of Interaction Time Versus Uninterrupted Time 
During a 2-Hour Period 
Interaction Time Uninterrupted Time 
Subject (min. ) (min. ) 
1 82 38 
2 75 45 
3 33 87 
4 108 12 
5 44 76 
6 55 65 
7 15 105 
8 43 77 
9 25 95 
10 68 52 
11 52 68 
12 68 52 
13 58 62 
14 92 28 
15 51 69 
16 68 52 
17 52 68 
18 70 60 
19 54 66 
20 49 71 
21 62 58 
22 93 27 
23 63 57 
24 63 57 
25 68 52 
26 71 49 
27 13 107 
28 37 83 
29 72 48 
30 112 8 
CHAPTER 5 
DISCUSSION 
Although actual sleep was not measured in this study, 
it can be clinically inferred from the data that patients in 
the medical intensive care unit were not given sufficient 
opportunity for sleep or rest due to an excessive number of 
interruptions by nurses, physicians, ancillary persons ana 
visitors. In this study patients were interrupted as many 
as twenty-one times in two hours. Interruptions for nursing 
care were the main cause for loss of ability to sleep. The 
acuity of medical intensive care unit patients dictates that 
more nursing care is required. However, nurses should be 
able to organize their care in a fashion that would help pa-
tients meet their individual sleep needs. Many activities 
could be eliminated or rescheduled to allow for a maximum 
amount of uninterrupted sleep. One patient was interacted 
with as few as three times during the two-hour time frame. 
This particular patients' diagnosis was rule-out myocardial 
infarction and gastritis. It is possible that the patient 
did not require as much care or that the nurse caring for him 
was highly organized. In collecting data it was observed 
that some nurses on the 3-11 shift were well-organized. This 
organization would have some effect on the outcome of the 
results for this study. On the other hand, there were nurses 
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who were repeatedly interacting with their patients, either 
due to the acuity of the patient or due to their lack of 
organization. For example, one patient in congestive heart 
failure and renal failure was interacted with 19 times in the 
two-hour period by the nurses caring for him. However, some 
of the interactions were due to emergency orders based on 
the patients labile physiological status. In this case, the 
organization of nursing care could not be questioned. Due 
to emergencies in the medical intensive care unit some inter-
actions with patients cannot be rescheduled. However, the 
number of interactions was not always as significant as the 
number and length of interactions combined. The average 
length of time that all patients were interrupted for care 
was 60.53 minutes out of a possible 120 minutes. Since the 
normal adult sleep cycle lasts 85-110 minutes, patients were 
not given the opportunity to complete a sleep cycle. As men-
tioned earlier, several authors have. discussed the importance 
of the sleep cycle and the physiological and psychological 
effects of sleep deprivation (Hartmann, 1979; Walker, 1972; 
McFadden and Giblin, 1971 and Long, 1969). 
The amount of environmental stimuli which might have 
affected the patients' sleep was not controlled. During 
this time interval of 8-10 p.m., lights were frequently on, 
a television could be heard and]or seen 7 the phone rang 
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intermittently, and the speaking voices of nursing personnel 
were constant. Ventilators hununed and noise from beeping 
monitors were not uncommon. In the medical intensive care 
unit at this agency, the time period of 8-10 p.m. was also 
used for evening nursing care which included baths and linen 
changes. In retrospect, another time frame may have yielded 
a more accurate measure of the relationship between nursing 
care activities and the opportunity for sleep for patients 
in a medical intensive care unit. 
In studying the data, it is imperative that nurses be 
aware of the variability among patients with regard to the 
quantity of sleep normally obtained. Also, the nurse needs 
to be aware of the patient's normal time for sleep. This 
information could be obtained in an admission assessment on 
each patient. With this information the nurse could better 
organize and plan patient care. In future research projects 
of this type, a sleep assessment on each subject would yield 
valuable data. 
This discussion and the results of the study raise 
several questions. How can nurses organize their patient 
care to allow for the maximum amount of uninterrupted sleep? 
What types of activities could be eliminated from care or 
rescheduled to allow for larger blocks of time to sleep or 
rest? What changes in the environment are necessary to 
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promote sleep? How can nurses be made more aware of sleep 
needs of their patients2 To answer these questions further 
studies need to be implemented: 
1. A study to determine what types of nursing care activi-
ties are performed during each shift including length 
of time for each task. This kind of study may give 
nurses clues to determine what types of activities keep 
patients from sleeping during specific time frames. 
2. A follow-up study using a larger time frame to determine 
when most nursing care is given in the intensive care 
unit. 
3. A study to determine nurses knowledge concerning the 
concept of sleep. 
4. A study to document the amount of uninterrupted time 
allowed for sleep on general medical and/or surgical 
patients or other specific patient population. 
These studies would further the nurses knowledge concerning 
the concept of sleep and the effect of nursing care activi-
ties on the patient. 
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DATA COLLECTION TOOL 
Patient Code Number: 
Diagnosis: 
Sex: 
Age: 
Date: 
INTERACTIONS 
TIME 
Begin End . Total 
Patient 
Nurse Vistors Physician Other Type Activity 
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